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I. Diagnostic procedures in feline dermatology 
 
The approach of a dermatology patient should always be methodical. This 
recommendation is however even more important when one deals with a feline patient. 
Because of the rarity of primary lesions and the lack of specificity of most clinical 
findings, a proper history collection as well as properly performed and well selected 
diagnostic tests is always mandatory.  
• History: 
Collection of the clinical history is the most important diagnostic procedure in feline 
dermatology.  The signalment may be considered a part of this procedure and may reveal 
very helpful. Some breeds are predisposed for particular conditions such as Persian cat 
for dermatophytosis or Sphynx for urticaria pigmentosa. Kittens are prone to develop 
infectious diseases and older cats, neoplasia. White cats often develop UV-associated 
lesions and overweighted cats may suffer diabetes- or hyperadrenocorticism- associated 
skin conditions. 
Information regarding the environment is of crucial importance: is the cat an indoor or 
and outdoor cat? Does the cat live alone or was it in the last few weeks in a cattery? 
Information regarding evidence of transmission to other animals or people should also be 
retrieved. Change in the environment (moving house, new furniture, new arrival or death 
of an animal or a person) may also affect the behavior of the cat and have some 
dermatological consequences (psychogenic alopecia, effluvium). 
This part of the evaluation should also include information about the past medical history 
of the patient, reproductive history and vaccination status. As well, dietary history should 
help to identify diet-associated conditions, for example diet-associated hypersensitivities. 
The development of the dermatosis provides also valuable information. Questions 
regarding acute onset, or on the contrary, chronic development should be asked as well as 
questions about the seasonality, the initial appearance of the lesions and the presence of 
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pruritus. One should however keep in mind that some owners are not able to differentiate 
grooming and pruritus-associated licking. 
 
• Clinical examination: 
All patients with dermatologic condition should receive a complete physical examination, 
including palpation of the abdomen, auscultation and collection of physiologic data such 
as respiratory and heart rates, temperature. 
The first step of the dermatological examination itself consists in identification of the 
primary and secondary lesions. Primary lesions are rare in cats and should be recorded 
carefully. Because of the rarity of theses primary lesions, distribution pattern analysis is 
mandatory. The table below provides information regarding some distribution patterns 
and some associated conditions. 
Distribution Condition 
Face/neck Hypersensitivities 
 Dermatophytsosis, cryptococossis 
 Bacterial pyoderma, bite abscess 
 Viral infections (pox, herpes, calicivirus) 
 Ectoparasites (demodex, otodect., notoed..) 
 Acne 
 Auto-immune diseases (pemphigus, lupus) 
 SCC, Bowenoid in situ SCC, Mast cell T. 
Foot Dermatophytsosis, cryptococossis 
 Bacterial pyoderma, bite abscess 
 Viral infections (pox, herpes, calicivirus) 
 Ectoparasites (demodex, trombicula) 
 Plasma cell pododermatitis 
 Pemphigus folicaeus 
 SCC, Fibrosarcoma complex 
 Digital metastasis of bronchial adenocarc. 
Trunk Hypersensitivities 
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 Ectoparasites ( Cheyletiellosis, fleas) 
 Dermatophytosis 
 Psychogenic alopecia 
 
At the end of these two first steps of the diagnostic process, one should be able to 
establish a list of three to eight differential diagnoses. Diagnostic tests may help 
subsequently to confirm at least one of theses hypotheses. 
• Diagnostic tests: 
The following diagnostic tests should be carried out in almost all feline patients with skin 
changes: skin scrapings, hair plucking, coat brushing, Wood’s lamp examination, fungal 
culture and cytologic examination. Some other procedures may reveal helpul or 
mandatory, depending on the clinical presentation: allergy test, histopathologic 
examination of skin biopsies, bacterial culture, blood tests, PCR or immunochemistry 
analyses, imaging techniques. 
Coat brushings are carried out by placing a white sheet of paper under the patient and 
brushing the cat against the fur. Skin debris and scales are collected and inspected 
macroscopically and microscopically for parasites: fleas, lice, flea feces, cheyletiella. 
Skin scrapings should be carried out in virtually all dermatological patients. To improve 
the results one should first clip the hairs surrounding the lesion and squeeze the affected 
skin. Collected material is examined microscopically for parasites such as demodex, 
notoedres or otodectes. 
Hair plucking is indicated first when one wants to confirm that the patient is licking itself 
excessively. In this case, plucked hairs tips are broken. This procedure also permits hair 
shaft and hair root examination, which is helpful for the diagnosis of follicular dysplasia 
or dermatophytosis for example. 
As dermatophytosis is a very frequent and protean condition, Wood’s lamp examination 
and fungal culture are virtually always mandatory. One must however keep in mind that 
the former procedure only detects fluorescing strains of Microsporum Canis (about 50% 
of all M. Canis strains) and has consequently a low sensitivity. To definitively rule out 
dermatophytsois fungal cultures are mandatory. They should however be carried out by 
an experienced mycologist or sent to a veterinary lab. One should first treat the lesions 
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with a spirited swab, than collect hairs and scales. DTM is an adequate medium provided 
cultures are inspected on a daily basis to detect color change and colony growth. A 
definitive diagnosis is made only after specific identification of the dermatophyte 
(macroconidia). 
Cytologic examination should be carried out in each patient presenting exsudative, 
suppurative or nodular lesions. This test could be carried out following fine needle 
aspiration of plaques or nodules, direct smear under a crust or from a draining tracts or 
pustules. They are especially helpful to confirm or rule out hypotheses like eosinophilic 
conditions, pemphigus foliaceus, tumors, bacterial or fungal infections. 
Histopathologic examination of skin biopsies are most valuable in cases with primary 
lesions such as papules, pustules, plaques, nodules or vesicles. They are also sometimes 
helpful to confirm or rule out conditions that mostly exhibit secondary lesions such as 
hypersensitivity reactions. They often require sedation or a general anesthesia. When 
possible (small nodule, pustule, vesicle, papule), the whole lesion should be removed 
with an appropriate biopsy punch: 6 to 8 mm). If the lesion is too large, specimens should 
be taken from the center and from the periphery of the lesion. An alternative method is to 
excise the lesions using a scalpel. This is especially helpful for large and fragile lesions 
(Bullae, for example). In all cases, a thorough history should be provided and samples 
should be sent to an experienced veterinary dermatopathologist. 
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II. Reaction patterns in feline dermatology 
 
Miliary dermatitis is one of the most common reaction pattern in feline dermatology. One 
must always keep in mind that miliary dermatitis is not a single disease with a single 
cause. It is also a condition that can be palpated before it can be seen. The cat shows very 
small erythematous papules with adherent crusts and, sometimes some traumatic 
alopecia. The pruritus is usually present and may be severe. The papules are usually 
distributed over the dorsal lumbar and cervical areas.  
Miliary dermatitis is often associated with hypersensitivity reaction such as flea allergy 
dermatitis, food hypersensitivity or atopic dermatitis. One must however rule out some 
other conditions such as dermatophytosis and cheyletiellosis. The diagnostic plan of such 
condition should consequently include a thorough history, including diet and flea control, 
coat brushings, skin scrapings, hair plucking and fungal culture. If ectoparasites and 
dermatophytosis are rule out, an adequate flea control and an elimination diet should be 
carried out. 
Non inflammatory symmetric alopecia is a very striking disorder which is very rarely 
associated with endocrine disorder. In most cases alopecia is induced by licking. In this 
instance,  plucked hair tips are broken. Licking is sometimes associated with 
ectoparasites (demodex), fungi (dermatophytosis, rare) or behavioral disorders 
(psychogenic alopecia) but is most often causes by hypersensitivity disorders such as flea 
allergy dermatitis, atopic dermatitis or food hypersensitivity. The diagnostic plan of such 
condition should consequently include a thorough history, including diet and flea control, 
coat brushings, skin scrapings, hair plucking and fungal culture. If ectoparasites and 
dermatophytosis are ruled out, an adequate flea control and an elimination diet should be 
carried out. Allergy testings and evaluation of the behavior of the cat are sometimes 
required.  
Despite some advances, diseases of the eosinophilic granuloma complex remain enigmas. 
Even if hypersensitivity reactions are often associated with these diseases, a definitive 
causal diagnosis cannot always be made. This complex includes indolent ulcers, the 
eosinophilic plaques and the eosinophilic linear granulomas.  
 7
Indolent ulcers are solitary and ulcerated lesions that affect the upper lips. Even if the 
main differential diagnosis of indolent ulcer is the squamous cell carcinoma, the typical 
localization and the young age of most affected cats usually permit a diagnosis. 
Histopathologic examination is the most appropriate diagnostic test to rule out SCC. 
Evaluation for food hypersensitivity, flea allergy or atopic dermatitis is necessary. In 
diabetic cats, similar lesions may also occur in association with deep bacterial infection. 
Eosinophilic plaques consist in raised, erythematous, glistening lesions that occur mostly 
on the abdomen, inguinal and perineal regions. They usually occur in association with 
hypersensitivity disorders and concurrent miliary dermatitis is not rare. The main cause 
of theses lesions are flea allergy dermatitis, atopic dermatitis and food hypersensitivity 
but cheyletiellosis and dermatophytosis should also be considered and ruled out. Even if 
the clinical aspect of the lesions is suggestive, one must sometime rule out neoplastic 
conditions such as metastatic adenocarcinomas.  
Eosinophilic granulomas are often referred to as linear granuloma because they often 
occur in a distinctive linear orientation on the caudal or medial thigh. But other 
eosinophilic granulomas may affect other areas such as the chin, the foot pads, the oral 
cavity. They are raised and pink lesions but they lack the glistening aspect of the 
eosinophilic plaques. The diagnostic plan of such lesions is basically the same as for 
eosinophilic plaques. 
Head and neck pruritus is a very frequent complaint in feline dermatology. Affected cats 
present with severe pruritus, crusts, erosions, ulcerations and rarely, primary lesions such 
as papules, pustules, nodules or plaques. The most frequent cause of this reaction pattern 
is a hypersensitivity disorder but the differential diagnosis is extremely extensive. 
Depending on the history, one should also consider viral diseases (Herpevirus infection, 
calicivirus infection, FeLV infection and FeLV-associated diseases, poxvirus infections), 
auto-immune diseases such as pemphigus foliaceus and lupus, bacterial pyoderma, 
dermatophytosis, cryptococosis, ectoparasites such as demodex, notoedres, 
neotrombicula, otodectes and neoplasia (Bowenoid in situ carcinoma, SCC, mast cell 
tumors, melanomas). Careful and complete history as well as a thorough clinical 
examination should permit to reduce the number of likely differential diagnoses. Skin 
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scrapings, cytological examination, fungal cultures should always be carried out. Skin 
biopsies are also often required to put a definitive diagnosis.  
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III. Selected feline dermatoses  
 
Flea allergy dermatitis (FAD) is one of the most common dermatosis in the cat. This 
condition should always be suspected in case of pruritic dermatoses, even if evidence for 
flea infestation lacks. This is one of the most common causes of miliary dermatitis, 
eosinophlilic granuloma complex, symmetrical alopecia and head and neck pruritus. FAD 
is the consequence of a hypersensitivity reaction against some components of the saliva 
from the cat flea, ctenocephalides felis. The pathogenesis of this condition includes both 
immediate type I and delayed type IV hypersensitivity reactions. 
The condition is very protean, and may present as one of the four above mentioned 
reaction pattern as well as disseminated papules, alopecia and areas of broken hairs. 
Scaling and seborrheic reactions are also sometimes associated with FAD. 
Every effort should be made to uncover fleas or flea feces in the fur of pruritic cat but the 
absence of such findings does not rule out the diagnosis. 
When the hypothesis of FAD cannot be ruled out after a thorough examination, flea 
treatment is mandatory. It consists in the treatment of the affected cat, of all in-contact 
animals and of the environment.  
Numerous products are now registered for the treatment of affected animals and of the 
infected environment and most of them are highly effective and safe.  
Food hypersensitivity (FH) is the most common cause of head and neck pruritus in cats 
but may also cause symmetrical alopecia, miliary dermatitis or eosinophilic granuloma 
complex lesions. No age or sex predilection has been identified and some cats 
experienced the first signs of FH very late in life. The pathogenesis of this condition is 
poorly understood and probably includes some immunological mechanisms (Type I and 
IV hypersensitivity) and some non-immunological ones (food intolerance). As no tests 
are currently available, the gold standard for the diagnosis of FH is the elimination diet. 
The choice of foodstuffs should take into account the normal eating habits of the cat. In 
fact, one must feed the affected patients with a new protein source, cooked or raw, 
associated with boiled vegetables. Even if a response may sometimes be seen after two or 
three weeks, one must generally administer the diet for at least six to eight weeks before 
to rule out the hypothesis of FH (if the cat does not improve during the administration 
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period). One must however keep in mind that a marked improvement of the condition is 
not sufficient to confirm the diagnosis and that challenge tests should always be carried 
out. They consist in reintroducing at regular interval, usually one week, each of the 
former proteins and check for reappearance of the clinical signs.  
Atopy consists in a genetic predisposition to develop hypersensitivity reactions, usually 
IgE driven, against environmental allergens. This condition is associated with respiratory 
(sneezing, bronchitis), ocular (conjunctivitis), digestive (diarrhea) and dermatologic signs 
(atopic dermatitis). Sensitization to environmental allergens cannot however be regarded 
as sufficient for straightforward diagnosis of atopic dermatitis. In fact, such sensitization 
occurs in many normal cats. For this reason, the diagnosis of atopic dermatitis remains 
very difficult and can only be made after exclusion of all resembling dermatoses, such as 
other hypersensitivity disorders, ectoparasites, dermatophytosis etc… 
Affected cats can exhibit the clinical signs of one of the four reaction pattern described 
above. Additionally some cats are presented with the complaint of foot licking or 
erythema or bilateral otitis.  Most cases involved young cats aged between 6 months and 
3 years but, in some instances, older cats may also be affected. As mentioned above, the 
diagnosis of atopic dermatitis is made after exclusion of all resembling dermatoses. 
Intradermal skin testings are helfpful to determine which allergens should be included in 
the immunotherapy solution. To date, serological test are not considered to be appropriate 
for such identification in cats.  
The treatment of atopic dermatitis in cats consists in antigen-specific immunotherapy, 
corticosteroids (Prednisolone: 1mg/kg daily for 10 days, then every other day) and 
Cylospsorin A (5mg/kg daily until recovery, then every other daily or every third day).  
 
The prevalence of Notoedres cati infection (feline scabies, notoedric mange) had 
dramatically decreased in Europe, except, may be, in the south of the continent.  The 
mites are obligate parasites and do not survive long in the environment. Transmission 
occurs by direct contact and most in-contact animals are usually affected. The first 
lesions are almost always located at the edge of the pinna and readily spread to the head 
and the neck. The primary lesions are papules but most of the time, the clinician only see 
thick, adherent crusts. The pruritus is usually very intense. The clinical presentation and 
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the history are very suggestive and the diagnosis is confirmed by positive skin scrapings. 
The response to a treatment with parasiticidal agents such as avermectine is rapid and 
complete. 
Otodectes cynotis infection (ear mite) is a very common infection of young and outdoor 
cats. These mites are not host specific and most of the in contact animal are usually 
affected. Most affected patients present with pruritus and a black, dry discharge in both 
ear canal. In some cases, the dermatitis extends to the periauricular skin and neck. The 
diagnosis is usually very easy and ear samples show numerous mites upon microscopic 
examination. Most parasiticidal agents are effective for the treatment of ear mites. 
Demodex infections may be caused by three different species in cats (D. cati, D. gatoi, 
unnamed species). Demodex cati infections are rare and usually occurred in association 
with systemic disease like diabetes mellitus, hyperadrenocorticism, squamous cell 
carcinomas, retroviral infections, toxoplasmosis etc…The distribution of the lesions is 
variable but usually include the head, the neck, the limbs and, sometimes, the ear canal. 
The pruritus is usually moderate but can be very intense. These mites colonize the hair 
follicle and infection is not contagious. Demodex gatoi are very small mites (about 
100μm) that colonize the upper epidermis, cause intense pruritus and are usually 
associated with miliary dermatitis, seborrhea or symmetric alopecia. The infection is very 
prurituc and contagion has been described. This infection does not usually occur with a 
concurrent systemic disease. The diagnosis of Demodex cati infection is usually easy 
(numerous, large mites) whereas those of Demodex gatoi is far more difficult (rare, short 
mites). The recommended treatment of demodectic mange in America is the weekly use 
of lime sulfur dips. As this compound is not available in most European countries, daily 
treatment with oral ivermectin (300μg/kg) is regarded as the best alternative choice. 
 
Dermatophytosis is one of the most prevalent feline dermatosis and is also one of the 
most pleomorphic in its presentation. Dermatophytes infections had been described in 
association with head and neck pruritus, miliary dermatitis, symmetric alopecia, 
eosinophilic plaques, acne, fold dermatitis, paronychia, exfoliative dermatitis, otitis 
externa, comedones etc… In other words, dermatophytosis has to be included in the 
differential diagnosis of each feline dermatosis! It also implies that adequate diagnostic 
 12
test should be carried out to rule out or confirm the diagnosis (Wood’s lamp, microscopic 
examination of the hairs, fungal cultures). One must however keep in mind that positive 
fungal cultures do not mean that the dermatophytes are responsible of the dermatoses. In 
fact, lots of cats are asymptomatic carriers. Fungal cultures of such cats usually become 
rapidly negative.  
This condition is highly contagious and infective spores can survive up to months in the 
environment. For this reason the treatment should not only aim to treat affected animals 
but also in-contact animals and environment. A fungal culture of each in-contact animal 
should be first carried out and contaminated animals should be separated from non 
contaminated animals. Ideally, all contaminated animals should be clipped and treated 
with both topical and systemic antifungal agents. Fungal cultures should be repeated 
every other week and the treatment cannot be discontinued until two to three cultures 
were deemed negative. The best topical treatment consist in the biweekly application of 
compounds containing enilconazole or miconazole. Sytemic treatment options are 
summarized in the table below. Last but not least, environment should also be 
decontaminated  regularly during the whole period of infection. This could be achieved 
by using a bleach solution (1/10 dilution), 1% formalin or enilconazole sprays. Several 
vaccines have been launched but their efficacy remains controversial. In fact, most of 
them induce a humoral immunity, which is known to be not protective, and fail to induce 
a protective cellular immunity.  
 
Drug Form Dosage 
Grisefulvine Microsized 50mg/kg daily 
 Ultramicrosized 10mg/kg daily 
Itraconazole  5mg/kg daily, pulse therapy 
Terbinafine  30-40mg/kg daily 
 
 
When compared to dermatophytosis or hypersensitivity disorders, viral dermatoses may 
be considered as rare in cats. Every effort should however be made to identify these 
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diseases because most of them belong to the differential diagnosis of the head and neck 
pruritus. Additionally, some of them are life-threatening. 
Feline Herpesvirus-1 dermatitis is a rare condition affecting cats with classical clinical 
signs of herpesvirus upper respiratory disease and/or conjunctivitis. The history of 
concurrent or previous classical herpesvirus infection is mandatory to make the diagnosis 
because skin lesions are virtually undistinguishable from those of most other head and 
neck pruritus causes such as hypersensitivity disorders. The presence of typical 
intranuclear inclusions in histological section of skin samples confirms the diagnosis. 
These inclusions are however not always detectable and some alternative assays such as 
PCR or immunohistochemistry are sometimes required. Most affected cats recover 
spontaneously but recurrence may occur. Supportive therapy with antibiotics and 
infusions are required if severely affected patients. Specific treatments with interferons or 
imiquimod cream have been advocated but controlled studies are lacking to support this 
claim. 
FeLV-associated dermatoses may be due to the direct replication of the virus in the skin 
or to the impairment of the immune system. The latter may be associated with bacterial 
pyoderma, dermatophytosis or demodex infections, for example. The former has been 
associated with horn formation, seborrheic or ulcerative conditions. The replication of the 
virus in the skin is usually associated with syncytium formation. Definitive diagnosis is 
made by immunochemistry or PCR. No effective treatments have been described for this 
condition. 
Papillomavirus infections are rare in cats and present as warts, feline sarcoids or feline 
viral plaques. Typical warts have rarely been described in cats and occur in association 
with a systemic disease. Pigmented viral plaques are grey to black papules to plaques that 
often develop into squamous cell carcinoma in situ (Bowen’s disease, Bowenoid in situ 
carcinomas). Most feline sarcoids occur on the face as solitary dome-shaped papules. The 
diagnostic of papillomavirus infection is made through histological examination of the 
lesions, PCR or immunohistochemistry. In most cases surgical excision is the best 
therapy of such lesions. Imiquimod cream and interferons have also been advocated for 
the treatment of viral plaques but no controlled studies have been carried out. 
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Calicivirus infection usually causes rhinitis, conjunctivitis and oral ulceration in infected 
cats. Recently, however, several cases of skin infection had been described with nasal and 
limbs and footpads involvement. Affected patients experienced first fever and classical 
signs of calicivirus infection and develop subsequently vesicles, erosions and ulcerations. 
The condition usually resolves within a few days without any treatment. 
Poxvirus infections usually affect outdoor cats living in a rural environment. In fact, most 
of them are infected through contact with infected rodents. The initial lesions is a typical 
“pock” lesions (=umbilicated papule) on the face or limbs. After initial viraemia, the skin 
can be affected by a more widespread infection that presents as multiple papule, erosions, 
and crusts. Cowpox infection is rarely fatal in cats, except in immunocompromised 
patients. The diagnosis is made through histological examination which demonstrates the 
presence of large eosinophilic intracytoplasmic inclusions in the affected epidermis. 
 
Pemphigus foliaceus (PF) is the most frequent auto-immune skin disease in cats. The 
pathomechanism of PF in domestic animals has only been studied in dogs but clinical and 
histological features of PF in both dogs and cats are very similar and are probably caused 
by similar events. The major target seems to be desmoglein 1, one of the major 
components of the desmosomes of keratinocytes. This proteolysis results in acantholysis 
and pustule formation in the epidermis and hair follicles. The primary lesions are 
however fragile and one observes, most of the time, only crusts, pus and erosions. The 
condition can be very pruritic and general signs may occur. The face, nail beds and 
abdominal skin are most often affected. The diagnosis is usually made upon cytologic or 
histopathologic examination of a pustule. As dermatophytes and some bacteria may also 
induce acantholysis fungal and bacterial cultures should be carried out before to give 
immunosuppressive therapy. The choice of drugs for the therapy depends on the initial 
presentation. If lesions are localized, one can use topical corticosteroids. Systemic 
therapy is appropriate when clinical signs are generalized or when the general condition 
is affected. Prednisolone (1-3mg/kg daily) is usually used first but some other 
corticosteroids may reveal more effective (Dexamethasone, Triamcinolone). When this 
initial therapy is not sufficient to control the clinical signs of the disease, chlorambucil 
(but never azathioprine, which is very toxic in this species) should be implemented (0.1- 
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0.2mg/kg daily). It is considered less toxic and slower acting and must be initially 
associated with glucocorticoids. After 3 to 4 weeks, chlorambucil may however be given 
alone or in combination with very reduced steroid doses.  Because of the potential side-
effects of both drugs, cats must be monitored carefully and alternate day therapy 
instituted promptly.  Interestingly, some cats recover very quickly and never relapse after 
drug discontinuation. 
Plasma cell pododermatitis (PCP) is common feline condition of unknown origin. The 
presence of plasma cell and the concurrent hyperglobulinemia suggest however an 
immune-mediated pathogenesis. This does not exclude however that some infectious 
agents may have triggered the initial reaction. PCP usually presents as a soft, painful 
swelling of one or several footpads on multiple paws. The appearance, usually violaceous 
with white striae, is very typical and the diagnosis can be confirmed through cytologic or 
histopathologic examination. The treatment of choice is doxycycline administred at a 
dosage of 10 mg/kg for a few weeks. Partial or complete resolution is usually associated 
with this therapy. 
 
Squamous cell carcinoma is one of the most frequent feline skin tumor. White cats are 
more frequently affected than others and no sex or breed predilections has been recorded. 
The most common affected sites are the ear tips, the nares, the eyelids and the lips. 
Lesions are usually ulcerative but may also be proliferative. The clinical appearance is 
usually suggestive but histological confirmation is always required. The best treatment 
consists into surgical excision, when possible.  
Fibrosarcomas are common in cats and some are associated with vaccination. These 
tumors are usually firm, irregular or nodular in form, sometimes poorly circumscribed. 
The diagnosis is made through histological examination of the tumor. The treatment of 
choice is the surgical excision.  
Exfoliative dermatitis sometimes occurs in cats with thymoma. The exfoliation is first 
noted on the face and pinnae and generalization occurs rapidly. Hair loss and seborrhea 
accompany usually the exfoliation. The diagnosis is made through radiographic 











































Skin biopsies and consider psychogenic alopecia
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